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World AIDS Day — 
December 1, 2005 


December 1 will mark the 18th observance of World 
AIDS Day. Begun in 1988, this annual worldwide event 
was established to increase awareness and education 
regarding human immunodeficiency virus (HIV) infec- 
tion and acquired immunodeficiency syndrome (AIDS). 

The 2005 World AIDS Day theme in the United States, 
“Action Makes a Difference,” addresses the importance 
of prevention, testing, treatment, and care programs for 
persons at risk for or living with HIV/AIDS. At the end 
of 2003, more than 1 million persons were estimated to 
be living in the United States with HIV infection (J). 
Approximately one fourth of these persons were believed 
to be unaware of their infections underscoring the need 
for increased efforts to reach populations at-risk with HIV 
testing and prevention services. Recent data from 33 states 
indicate that HIV/AIDS diagnoses continue to dispro- 
portionately impact non-Hispanic blacks and men who 
have sex with men regardless of race (2). 

Additional information about World AIDS Day is avail- 
able at http://www.worldaidscampaign.info, and informa- 
tion regarding other U.S. HIV/AIDS observances is 
available at http://www.omhrc.gov/hivaidsobservances/ 
index.html. Information on the AIDS pandemic is avail- 
able from the Joint United Nations Program on AIDS at 
http://www.unaids.org. 
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Screening HIV-infected Persons 
for Tuberculosis — Cambodia, 
January 2004-February 2005 


Worldwide, tuberculosis (TB) is one of the most common 
causes of death among persons infected with human immu- 
nodeficiency virus (HIV) (/). The World Health Organiza- 
tion recommends screening HIV-infected persons for TB 
disease after HIV diagnosis, before initiation of highly active 
antiretroviral therapy (HAART), and during routine follow- 
up care (/). In 2003, health officials in Banteay Meanchey 
Province, Cambodia, in conjunction with CDC and the U.S. 
Agency for International Development (USAID), began a 
pilot project to increase TB screening among persons with 
HIV infection. Subsequently, CDC analyzed and evaluated 
data from the first 14 months of the project. This report sum- 
marizes the results of that analysis, which determined that, 
during January 2004—February 2005, among persons with 
HIV infection at voluntary counseling and confidential test- 
ing (VCCT) clinics, 37% were screened for TB disease, and 
24% of those screened had TB disease diagnosed. On the 
basis of these findings, the Provincial Health Department 
(PHD) took action to increase awareness of the risk for TB 
among HIV-infected persons. During the 3 months after these 


measures were implemented, the TB screening rate among 
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persons with HIV infection increased to 61%. Evaluation of 
projects like the one conducted in Banteay Meanchey Prov- 
ince can help develop an evidence-based approach for remov- 
ing barriers to screening HIV-infected persons for TB. 

In Cambodia, both the prevalence of HIV infection and 
incidence of TB disease are high. In 2003, HIV prevalence 
among antenatal clinic attendees was estimated at 2.2%, the 
highest reported for any country in Asia (2). The TB case rate 
in Cambodia is estimated at 508 per 100,000 persons, the 
highest in Asia and approximately 100 times the rate in the 
United States (3). In 2003, CDC and USAID assisted the 
Cambodia Ministry of Health in developing a pilot project to 
screen HIV-infected persons living in Banteay Meanchey Prov- 
ince for TB disease. Banteay Meanchey is a rural province in 
northwestern Cambodia (estimated 2004 population: 
651,000) with an HIV prevalence in antenatal clinic attend- 
ees of 4.4%, twice that of Cambodia overall (4). In Banteay 
Meanchey, 25% of HIV-infected TB patients die during TB 
therapy, compared with 5% of TB patients without HIV 
(CDC, unpublished data, 2005). 

HIV-infected persons in Cambodia are directed to TB clin- 
ics for screening. Eleven of 53 TB clinics, including the three 
largest in the province, and three of five VCCT clinics par- 
ticipate in the Banteay Meanchey TB/HIV project. Screening 
usually includes questions about TB symptoms, testing of 
sputum specimens by smear microscopy (using acid-fast— 
bacilli staining by the Ziehl-Neelsen method), and chest radi- 


ography (depending on availability). Additional activities per- 


formed as part of the project include referral of TB patients to 


VCCT clinics for HIV testing, standardized recording and 
follow-up of referrals, and monthly on-site monitoring and 
training of health-care workers by PHD staff. During 
February—March 2005, data on TB screening rates from the 
first 14 months of the project were analyzed. In addition, 
interviews were conducted with staff members from all 11 
participating TB clinics, all six counselors from the three par- 
ticipating VCCT clinics, and both counselors from a VCCT 
clinic not participating in the project to evaluate possible bar- 
riers to TB screening. Both univariate and multivariate analy- 
ses were performed. Final model terms were selected using 
backward stepwise variable selection. Only variables that were 
statistically significant (p<0.05) remained in the final multi- 
variate model. 

During January 2004—February 2005, participating VCCT 
clinics tested 8,109 persons and determined that 1,228 (15%) 
were HIV-infected. Median age of those with HIV infection 
was 33 years (range: 1 year—72 years); 52% were female, and 
75% were unskilled workers (e.g., laborers, farmers, fisher- 
men, or sex workers). Of the 1,228 with HIV infection, 450 


(37%) completed TB screening. By comparison, in the VCCT 
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clinic not participating in the TB/HIV project, only one (2%) 


of 65 persons with HIV infection in 2004 was screened for 
TB 


All 77 persons aged <18 years were excluded from the mul- 


tivariate model because they were disproportionately single 
and unemployed. Multivariate regression analysis of charac- 
teristics of the remaining 1,151 persons identified factors in- 
dependently associated with not being screened for TB, 
including age <35 years, semiskilled or skilled occupation (e.g., 
police officers, military personnel, health-care workers, and 
teachers) 


to VCC] 


, and reporting not feeling ill at the time of the visit 
Table ). 
Of the 450 HIV-infected persons who completed TB screen- 


ing IB disease was diagnosed in 107 (24%) yersons. IB 
: I 


diagnosis was reported for all subgroups of patients who were 


screened, including those subgroups that were less likely to be 
| 


screened, such as semiskilled or skilled workers (11 of 21 
52%]), and persons who did not report feeling ill when they 


visited the VCC of 261 
| 


tneir practices, 


00 


l (57 o]). When interviewed about 


VCCT counselors suggested that persons with 


more education (i.e., semiskilled and skilled workers) were 


TABLE. Number and percentage of patients not screened for tuberculosis 
disease after a diagnosis of human immunodeficiency virus (HIV) infection, by 


selected characteristics — Cambodia, January 2004—February 2005 


less likely to follow their recommendation to receive TB screen- 
ing or were more likely to seek TB screening in the private 
sector. 

In March 2005, assessment of preliminary findings from 
the project indicated that TB screening had increased among 
participating VCCTs compared with the nonparticipating 
VCCT; nonetheless, barriers to TB screening remained. PHD 
took three steps to improve TB screening. First, PHD devel- 
oped a standardized, written script about TB disease for HIV 
counselors to read to persons with newly diagnosed HIV 
infection. The script explains that TB disease in HIV-infected 
persons is common, communicable, treatable, and occasion- 
ally asymptomatic, and that screening for TB disease is 
required as a precondition for HAART (which became avail- 
able in Banteay Meanchey in January 2005). Second, PHD 
began meeting monthly with TB clinic and VCCT staff mem- 
bers to review project data, discuss barriers to screening, and 
provide ongoing education about TB and HIV infection. 
rhird, PHD began surveying persons with newly diagnosed 
HIV infection at VCCT sites to assess their knowledge of TB 
and attitudes toward the disease. 

In August 2005, the impact of these inter- 
ventions was assessed. During April—June 
2005, a total of 267 persons had HIV infec- 





Univariate 
relative risk 


Characteristic No.* (%) (95% Ci") 


Multivariate 
adjusted odds 
ratio’ (95% Cl) 


tion diagnosed at the three participating 
VCCT sites, and 163 (61%) completed TB 


screening, compared with 37% who were 





Age (yrs) 
<35 400/610 


314/541 


(66) 
(58) 


Referent 

0.7 (0.6-0.9) 

Sex 
Male 


Female 


1.0 (0.9—1.1) 
Referent 
Marital status 
Single 96/141 
403/660 


211/346 


(68) 
(61) 
(61) 


Referent 
0.6 (0.4-0.8) 
0.6 (0.4—0.8) 


Married 
Widowed 

Occupation” 
Unskilled 
Semiskilled or skilled 
Others 

Reason for visit to VCCTTT 
Patient feels ill 


(60) 
(76) 
(68) 


Referent 
2.1 (1.2-3.4) 
1.3 (0.9-1.9) 


181/368 (49) Referent 


Patient does not fee! ill 533/783 (68) 1.6 (1.4—-1.8) 


Referent 


0.8 


Ns‘ 
NS 


NS 
NS 
NS 


Referent 


2.1 
1.4 


Referent 


2.1 


screened before the interventions (p<0.01). 
Of the 163 persons completing TB screen- 
ing, 37 (23%) had TB diagnosed. VCCT staff 


members reported that the largest remaining 


(0.6—1.0) 


barrier to TB screening was limited availabil- 

ity of TB services. HIV-infected patients were 

either directed to or escorted toa TB clinic. 

However, the clinic was not always stafted 

when patients arrived. To be screened for TB 

, in the province, persons must see a TB physi- 

a tp cian, provide sputum specimens to the labo- 


ratory, and have a chest radiograph 


performed. These services are usually avail- 
(1.6-2.7) 





*N = 1,151. Seventy-seven persons aged <18 years were excluded because they were dis- 


proportionately single and unemployed 
' Confidence interval 


3 Final model terms were selected using backward stepwise variable selection. Only vari- 
ables that were statistically significant (p<0.05) remained in the final multivariate model 


Characteristic not selected in final multivariate model 
* Recorded as an open text variable, then reclassified as unskilled (e.g 


laborers, farmers 
fishermen, and sex workers), semiskilled or skilled (e.g., police officers, military personnel, 
health-care workers, and teachers), or others (e€.g., unemployed persons and homemakers) 
' Reasons why persons visited voluntary counseling and confidential testing clinics were 
recorded as categorical variables (e.g., premarital testing or pregnancy). For analysis, 


able only for 2—3 hours per day, 3—5 days per 
week. 

Reported by: C Vannarith, MD, Provincial Health 
Dept, Banteay Meanchey Province; N Kanara, 
MD, M Qualls, MPH, CDC Global AIDS Project, 
Phnom Penh, Cambodia. ] Varma, MD, K Laserson, 
ScD, C Wells, MD, Div of Tuberculosis Elimination, 
National Center for HIV. STD, and TB Prevention; 
K Cain, MD, EIS Officer, CDC. 


patients reporting symptoms were classified as “patient feels ill” and all other responses as 


patient does not fee! ill.’ 








1180 MMWR 


November 25, 2005 





Editorial Note: In Southeast Asia, the mortality rate among 
HIV-infected TB patients is 25%—40%, a rate 5-10 umes 
higher than that among TB patients not infected with HIV 
5). Most of these deaths occur within the first 2 months after 
I'B diagnosis; the high early mortality rate might result from 
delayed diagnosis of TB. Screening HI\ -infected persons can 
help identify those with TB disease earlier, potentially improv- 
ing their likelihood of survival. Because HAART reduces mor- 
tality in HIV-infected TB patients, screening HIV-infected 
persons for TB disease might also identify a subset of patients 
who should be prioritized for enrollment in HAART 
programs (6). 

Actively identifying and treating TB disease in persons with 
HIV infection also can help control communitywide TB trans 
mission. In countries with epidemics of both TB and HIV, 
patients with active TB disease was 


finding and treatin: 
lete 1 to be 1 ' trolling TB ove 
determined to be more effective in controlling > over a 


10-year period than treating persons with latent TB infection 


or scaling up HAART to prevent development of TB disease 


Unlike the other two measures, active 1B case finding 
educes the number of infectious persons, who are 

those most likely to transmit TB to HIV-infected persons | 
In areas where HIV and TB programs traditionally have 
been separate, integrating 1B screening into HIV services is 


multiple visits are required by a 


challenging because | 
patient to provide a sputum specimen and receive a chest 
radiograph, 2) separate clinics are ope! uted for 1B screening 
and HIV care, 3) and operating hours for both TB and HI\ 
services are limited. Integration of TB and HIV services might 
increase TB screening rates. Depending on the structure of 
the health system, different models might be implemented, 
including having TB staff members work directly in HIV clin 
ics or training HIV clinical workers to perform IB screening. 
Knowledge and attitudes of health-care workers and patients 
might be another barrier to TB screening. In this evaluation, 
specific categories of HIV-infected patients (e.g., those with 
semiskilled and skilled occupations were less likely to be 
screened for TB, possibly because health-care workers or the 


patients themselves believed they were not at risk for TB. 


However, those subgroups less likely to be screened were 
actually at considerable risk for TB, with TB disease rates rang 
ing from 8% to 52%. Further research into knowledge and 
attitudes of patients and health-care workers might identify 
additional strategies for increasing |B screening rates. 

lhe findings in this report are subject to at least three limi 
tations. First, the study was retrospective and relied only on 
existing data regarding risk factors for not being screened for 


| B; other potential risk factors could not be assessed. Second, 


factors outside of the project (e.g., scale-up of HAART 
programs in the province) might have contributed to the in- 
crease in TB screening rates and could not be controlled for in 
the results. Finally, the follow-up evaluation period was rela- 
tively short in duration; whether the increased screening rates 
will continue is unknown. 

In resource-limited countries, commonly employed diag- 
nostic methods (e.g., sputum smear microscopy or chest 
radiography) for TB disease fail to identify many HIV-infected 
patients with TB disease (8). In the Cambodian population 
described in this report, rates of TB disease in HIV-infected 
persons might have been considerably higher if more sensitive 
techniques, such as sputum culture, had been employed (9). 
Because mycobacterial culture often is not feasible in resource- 
limited countries, new diagnostic methods for TB disease are 
needed and more research is needed to develop evidence-based 
clinical algorithms for TB screening of persons with HIV 
infection (/0). In addition, CDC and USAID are collaborat- 
ing with local and international partners in countries around 
the world to implement and improve upon TB/HIV projects 


similar to the one described in this report. 
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Dental Visits Among Dentate Adults 
with Diabetes — United States, 
1999 and 2004 


One of the major complications of diabetes is periodontal 
disease (/), a chronic infection of tissues supporting the teeth 
and a major cause of tooth loss. Adults with diabetes have 
both a higher prevalence of periodontal disease and more 
severe forms of the disease (2), contributing to impaired qual- 
ity of life and substantial oral functional disability (3). In 
addition, periodontal disease has been associated with devel- 
opment of glucose intolerance and poor glycemic control 
among adults with diabetes (4,5). Regular dental visits pro- 
vide opportunities for prevention, early detection, and treat- 
ment of periodontal disease among dentate adults (i.e., those 
having one or more teeth); moreover, regular dental cleaning 
improves glycemic control in patients with poorly controlled 
diabetic conditions (6,7). One of the national health objec- 
tives for 2010 is to increase the proportion of persons with 
diabetes who have an annual dental examination to 71% 
(revised objective 5-15) (8). To estimate the percentage of den- 
tate U.S. adults aged >18 years with diabetes who visited a 
dentist within the preceding 12 months, CDC analyzed data 
from the Behavioral Risk Factor Surveillance System (BRFSS) 
surveys for 1999 and 2004. This report describes the results 
of that analysis, which indicated that, in 2004, age-adjusted 
estimates in only seven states exceeded 71% and estimated 
percentages for four states and District of Columbia (DC) 
increased significantly from their levels in 1999. The findings 
underscore the need to increase awareness and support for 
oral health care among adults with diabetes, including 
support for national and state diabetes care management 
programs. 

BRFSS uses state-based telephone surveys to collect data 
about major health-risk behaviors, use of preventive health 
practices, and access to health care among a representative 
sample of noninstitutionalized adults aged >18 years in the 
50 states, DC, Guam, Puerto Rico, and the U.S. Virgin Islands. 
In 1999, three oral health questions were included for the 
first time in the BRFSS rotating core questionnaire and asked 
of all survey participants, and two of these questions were 
used in this analysis: 1) “How long has it been since you last 
visited a dentist or a dental clinic for any reason?” and 
2) “How many of your permanent teeth have been removed 
because of tooth decay or gum disease?” These questions were 
last included in the 2004 BRFSS survey. Persons with diabe- 
tes were defined as respondents who answered “yes” to the 
core question, “Has a doctor ever told you that you have dia- 
betes?” Because BRFSS data are state-specific, median annual 


prevalences are reported instead of national averages. The 


median response rate in 2004 across 49 states and DC was 
52.7% (range: 32.2% [New Jersey]|—66.6% [Nebraska]); 


25,736 respondents for whom age data were available reported 


having been told by a doctor they had diabetes (excluding 


women told so only during pregnancy). Of these, 82% were 
dentate. Approximately 0.01% of the survey participants pro- 
vided no information on the dental visit question. All esti- 
mates were age-adjusted to the 2000 U.S. adult population. 
Differences in estimates were considered statistically signifi- 
cant if their 95% confidence intervals (CIs) did not overlap. 

In 2004, among states/areas, the median estimated age- 
adjusted percentage of dentate adults with diabetes who had a 
dental visit during the preceding 12 months was 67% (range: 
49.1%-83.3%). The estimated percentage, including the lower 
confidence limit, was >71% in seven states: Kansas, Minne- 
sota, Nebraska, Pennsylvania, Rhode Island, Utah, and Wis- 
consin (Table 1). The lowest percentages were in Arkansas, 
Florida, Georgia, Louisiana, Mississippi, New York, South 
Carolina, Texas, West Virginia, and Wyoming. The estimated 
percentage increased significantly from 1999 to 2004 in 
Arizona, Kansas, Minnesota, Ohio, and DC, but decreased 
significantly in North Carolina. The lowest estimated percent- 
age in any one state/area increased from 37% in 1999 (DC) 
to 49.1% in 2004 (Mississippi). 

The age-adjusted estimated prevalence was significantly 
associated with race/ethnicity, education level, income level, 
smoking status, health insurance status, and having taken a 
course in diabetes management (Table 2). Estimated percent- 
ages were lower among non-Hispanic blacks, persons with 
lower education and income, those who lacked health insur- 
ance, and those who had never taken a course or class in how 
to manage their diabetes. 

Reported by: ?/ Eke, PhD, GO Thornton-Evans, DDS, Div of Oral 
Health; GL Beckles, MD, Div of Diabetes Translation, National Center 
for Chronic Disease Prevention and Health Promotion, CDC. 
Editorial Note: One of the revised national health objectives 
for 2010 is to increase the proportion of adults with diabetes 
who have an annual dental examination to at least 71% 
(objective 5-15). The results of this study indicate that only 
seven states had reached this objective as of 2004. Further 
research is needed to identify real or perceived barriers that 
might underlie the lower estimated percentage among den- 
tate adults with diabetes in the other states. 

The results also indicate that attendance at classes to man- 
age diabetes was associated with having had a dental visit dur- 
ing the preceding 12 months among dentate adults with 
diabetes. Lack of health insurance was significantly associated 
with not having had a dental visit. The National Diabetes 


Education Program (NDEP) recommends that persons with 
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TABLE 1. Age-adjusted estimates* of the percentage of dentate adults with diabetes receive oral health manage- 
diabetes who had a dental visit during the preceding 12 months, by state/area — seme clacetinn. ielaiien ies 
Behavioral Risk Factor Surveillance System, United States, 1999 and 2004 agen pate if © ' : 
tions in Oral self-care and oral 





2004 1999 Difference in % change in . ; ; ; 
State/Area (95% Ci") 0 (95% Cl) estimates’ _ estimates” self-examination. NDEP emphasizes 








an O , 549 that adults, even those without teeth, 


1 ¢ 


5.2 should receive at least one dental 
examination per year (9). In the gen- 
eral population, lack of health insur- 


, king: 
nce, particularly dental insurance, 
j 


is associated with less use of dental set 


ind poorer oral health (/0 


use dental insurance coverage 


is provided as an employee 
it, persons who are unemployed 


ikely to have dental insurance. 


lition, this report indicates that 
—— om ee = 

smokers were less likely to have 
! ] | j 
ental visit Guring the preced- 
months than nonsmokers. 
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Ss Known 


| 

mpiement to 

ol dental VISITS among 
abetes includ 


iy 

Ul 

ind professional 
tes aS a risk facto! 


y 
Monitoring t 


, | 1 
Wenta! Assoc ation and t 
Diabetes \ssociation 

ing todDacco-use cessation 
} 


targeting persons With 


in this report a 
limitations 
BRFSS sample was dra 
t 
| j ] 
niy TITLITIOT 1 mr v1 
institutionalized popula 


Ss adults not residing in 


Median$$ 67.3 (49.1-83.3) 3 a we those in nursing 





> the survey was con 
t lepl ’ ' i? ) 
ciep 1Ne, It Cxciudes } C 
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if reside tial telephone 


ice (e.g., those with lower incomes 








Vol. 54 / No. 46 


MMWR 1183 





TABLE 2. Age-adjusted estimates* of the percentage of 
dentate adults with diabetes who had a dental visit during the 
preceding 12 months, by selected characteristics — Behav- 
ioral Risk Factor Surveillance System, United States, 2004 


Characteristic (95% Ci*) 


Age group (yrs) 
18-44 (58.4-67.0) 
45-64 (63.6-67.7) 
65-74 (64.1-70.5) 
>75 7 (67.3-73.8) 
Race/Ethnicity 
White, non-Hispanic 
Black, non-Hispanic 
Other, non-Hispanic 
Multiracial, non-Hispanic 
Hispanic 
Education 
Less than high school 
High school 
More than high school 
Annual household income 
<$10,000 
$10,000-$14,999 
$15,000-$19,999 
$20,000-$24,999 
$25,000-$34,999 
$35,000-$49,999 
$50,000-$74,999 
>$75,000 
Health insurance coverage 
Yes (65.5-70.7) 
No (43.6-55.3) 
Class to manage diabetes$§ 
Yes (63.7-70.4) 
No (56.2-64.2) 
Smoking 
Yes (every day) (53.1-63.3) 
Yes (some days) (48.1-63.5) 
Former (57.0-70.9) 
Never (63.8-69.9) 
No. of teeth lost 
None (64.8-70.9) 
1-5 66.3 (61.5-71.0) 
>5 but not all 59.8 (51.0-68.5) 
; Estimates are age-adjusted to the 2000 U.S. standard adult population 
. Confidence interval 
’ Determined by response to the question, “Have you ever taken a course 
or class in how to manage your diabetes yourself?’ 








(68.6-73.2) 
(48.3-58.3) 
(60.9-79.2) 
(37.6-—64.2) 
(48.4-61.8) 


(41.9-—55.2) 
(59.8-66.8) 
(67.9-—74.9) 


(37.4—50.2) 
(50.7-66.1) 
(49.7-61.6) 
(58.9-69.5) 
(64.9-74.2) 
(68.6—77.6) 
(67.1-78.8) 
(71.8-85.6) 





and those residing in households that use cellular telephones 


only). Third, the accuracy of survey participants’ self-report 
of their dental visit was not validated against dental records, 
and their responses might be subject to recall bias or the ten- 
dency to give socially desirable responses during interviews. 
Finally, the sample size for some states/areas (e.g., DC) was 
small (i.e., <50) in 1999; thus, these estimates should be 
interpreted with caution. 

Overall, in most states/areas, estimates for dental visits 
during the preceding 12 months among adult with diabetes 


1) have not reached the targets set by the national heaith 


objectives for 2010 or 2) have not increased from estimates in 
1999. These trends underscore the need to increase awareness 
of the importance of oral health in diabetes care management 
at the state and national levels. Diabetes education programs 
in states should emphasize personal and professional preven- 
tive dental care for all persons with diabetes, with emphasis 
on non-Hispanic blacks, persons with lower education and 
income, and those who lack health insurance. 
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Mobility Limitation Among Persons 
Aged >40 Years With and Without 
Diagnosed Diabetes and 
Lower Extremity Disease — 
United States, 1999-2002 


Diabetes increases the risk for mobility limitation, especially 
among older persons (/,2). Lower extremity disease (LED), 
which includes peripheral arterial disease (PAD) and periph- 
eral neuropathy (PN), also increases the risk for mobility limi- 
tation (3,4). To assess the prevalence of mobility limitation 
among persons with diagnosed diabetes, persons with LED, 
and persons with both or neither condition, CDC analyzed 
data from the National Health and Nutrition Examination 
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2002 for adults aged >40 years. This Prevalence of mobility limitation was calculated for adults with 


h indicated and without diagnosed diabetes and LED by age and sex for 
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that adults with both of the 6,059 persons aged >40 years who received the health 
examination, 1,370 (23%) were excluded from the analysis 
because of missing data. All reported percentages and 95% 
confidence intervals (CIs) were estimated using examination 
weights and taking into account the complex sampling design. 
Data were age-adjusted to the 2000 U.S. standard population 
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TABLE. Prevalence of mobility limitation among adults aged >40 years with and without diagnosed diabetes and lower extremity 
disease (LED), by age group, sex, and disease status — National Health and Nutrition Examination Survey, United States, 1999-2002 
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odds of mobility limitation were also increased among adults 
with LED (OR = 2.3; Cl = 1.7—2.9) compared with adults 
without LED. No statistically significant interaction between 
diabetes status and LED status existed (i.e., the relative odds 
of mobility limitation for persons with diagnosed diabetes or 
LED were additive overall and not modified by the presence 
of both conditions). 

Among persons with mobility limitation, the most fre- 
quently reported mobility limitations were related to walking 
a quarter mile and walking up 10 steps without resting (Figure). 
Among those who had both diagnosed diabetes and LED, 
33% reported difficulty walking a quarter of a mile and diffi- 
culty walking up 10 steps; 6% reported having difficulty walk- 
ing from one room to another on the same level, which is the 
most severe form of mobility limitation analyzed. 

Reported by: MS Eberhardt, PhD, S Saydah, PhD, R Paulose-Ram, 


PhD, National Center for Health Statistics; M Tao, PhD, EIS Officer, 
Cac, 


Editorial Note: Diabetes has long been identified as one of 


the major factors associated with mobility limitation (6,7). 
The findings in this report suggest a statistically significantly 
higher prevalence of mobility limitation among adults aged 
>40 years who had diagnosed diabetes compared with those 
without diagnosed diabetes. The cross-sectional design of 
NHANES does not permit an investigation into the causal 
pathway for mobility limitation; however, research has indi- 


cated that PN and PAD, as well as other diabetic complica- 


FIGURE. Prevalence of mobility limitation* among adults aged 
>40 years with or without diagnosed diabetes and lower 
extremity disease (LED), by disease status and type of 
limitation — National Health and Nutrition Examination Survey, 
United States, 1999-2002t 


@ Walk a quarter mile 


Walk up 10 steps 
without resting 


> Walk from one room t 
~ another on the same level 





Diagnosed Diagnosed LED without 
diabetes diabetes without diagnosed 
with LED LED diabetes 


No diagnosed 
diabetes, no LED 


Disease status 


“Estimates are age-adjusted to the 2000 U.S. standard population using 
age groups 40—59 years, 60-74 years, and >75 years 
Participants who reported having some difficulty doing, much difficulty 
doing, or who were unable to perform a certain activity were classified 

< as having mobility limitation. 

°95% confidence interval 


tions (e.g., vision loss) or comorbidities (e.g., obesity, cardio- 
vascular disease, or arthritis), are predictors of mobility limi- 
tation among persons with type 2 diabetes (2). Studies have 
also demonstrated that LED has an independent effect on 
mobility among older persons (3,4). Consistent with 
previous findings, this report indicates substantially higher per- 
centages of mobility limitation among adults aged >40 years 
with LED but without diabetes, compared with those with 
neither condition. 

In this sample of the noninstitutionalized U.S. population, 
only a small percentage (6%) of those with diagnosed diabe- 
tes and LED reported difficulty moving from one room to 
another on the same level, which can impair a person’s ability 
to perform activities of daily living. A larger percentage 
reported impaired ability to walk a quarter mile or climb 10 
steps without resting. Such physical limitations can affect a 
person's ability to live independently or participate in 
community life and might decrease well being. 

The findings in this report are subject to at least three limi- 
tations. First, NHANES does not include institutionalized 
persons, such as those in long-term—care facilities, a popula- 
tion less healthy and more likely to have functional limita- 
tions. Second, the sample size was not sufficiently large to 
analyze additional factors related to mobility limitations (e.g., 
comorbidities) through bivariate analysis. Finally, among the 
6,059 persons aged >40 years who received the health exami- 
nation, 1,370 (23%) were excluded from the analysis because 
of missing data; because persons with missing data were older 
and more likely to have diagnosed diabetes, the prevalence of 
mobility limitation is probably underestimated. 

As the U.S. population ages and the prevalence of diabetes 
increases, LED and its health consequences, including chronic 
ulcers in feet or legs, amputations, and mobility limitations, 
will become increasing public health concerns. Proper foot 
care is one example of preventive care that might help reduce 
the prevalence of LED and mobility limitations. CDC’s 
national diabetes surveillance data for 2003 indicated that only 
67% of persons with diabetes reported receiving an annual 
foot examination, even though 88% reported having an 
annual doctor visit (8). CDC collaborates with state health 
departments and communities to prevent and manage LED 
to minimize its impact on mobility. The National Diabetes 
Education Program has developed materials related to LED 
and foot care for persons with diabetes and their health-care 
providers (available at http://www.ndep.nih.gov/campaigns/ 
feet/feet_overview.htm). 
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Brief Report 


Conclusions and Recommendations 
of the Advisory Committee 
on Poliomyelitis Eradication — 
Geneva, Switzerland, October 2005 


lhe second meeting of the Advisory Committee on Polio 
myelitis Eradication (ACPE) was convened in Geneva, Swit 
zerland, on October 1 1—12, 2005, to provide the World Health 
Organization (WHO) and the Global Polio Eradication Ini 
tiative with advice on program policies for 1) interrupting 
wild poliovirus (WPV) transmission worldwide, 2) limiting 
the international spread of circulating polioviruses, and 3) 
refining the program of work for eventual cessation of immu 
nization with oral poliovirus vaccine (OPV). This report 


summarizes the results of that meeting.” 


Interrupting WPV Transmission 

\s of October 25, 2005, paralytic polio cases attributed to 
WPV had been reported from 16 countries, including five of 
the six countries that were endemic for indigenous WPV dur- 
ing 2004 (Table). In the disease-endemic reservoirs in India 
and Pakistan, transmission had been reduced by 50%, com 
pared with the same period in 2004. 

lhe development, licensure, and use of monovalent OP\ 


type | (mOPV1) appears to have had a substantial impact on 





he full text of the final report is available at http 


content/ meetings/tinalreport_acpe_ | 2octOSmeeti 


WPV circulation in polio-endemic countries. Afghanistan, 
Egypt, India, and Pakistan have implemented supplementary 
immunization activities (SIAs) using mOPV1, and Afghani- 
stan and India might implement rounds in selected areas 
using monovalent OPV type 3 (mOPV3) within the first 
6 months of 2006, depending upon the evolving epidemiol- 
ogy of types | and 3. Preliminary evidence suggests a positive 
impact of mOPV1 in restricting WPV transmission, com- 
pared with use of trivalent OPV (tOPV). ACPE recommends 
that 1) mOPV1 be used in polio-endemic countries with cir- 
culation of WPV type | only and 2) SIA vaccine strategies 
include mOPVs in countries where two poliovirus serotypes 
circulate (types | and 3). 

For Nigeria, ACPE recommends that highest priority be 
placed on increasing the quality and number of routine and 
SIA activities in the polio-infected states and that consider- 
ation be given to introduction of mOPV1 as early as possible 
to complement the ongoing work to improve SIA quality. In 
polio-free countries bordering polio-endemic areas, mMOPV 
should be considered for use in SIAs on a case-by -case basis. 
In all countries, (OPV or IPV should continue to be used in 
routine vaccination activities, as guided by national immuni- 


zation policy. 


Limiting the International Spread of 
Circulating Polioviruses 


he impact of outbreaks attributed to importations of WPVs 
in polio-free areas has increased substantially in 2004 and 2005. 
Approximately 60% of all cases reported globally in 2005 have 
been from outbreaks in previously polio-free countries. Polio 
virus transmission in the areas of West and Central Africa that 
were reinfected in 2003 and 2004 is now stopping, and Sudan 
has not reported any cases since June 2005. However, more 
recent outbreaks in Angola, Eritrea, Ethiopia, Indonesia, 
Somalia, and Yemen are of considerable concern. 

ACPE recognizes the significance of large-scale outbreaks 
associated with imported polioviruses in areas of suboptimal 
population immunity and the risks these viruses pose to sur- 
rounding communities. Therefore, ACPE recommends that 
the Director-General of WHO consider declaring the follow- 
ing scenarios as public health emergencies of international con- 


cern (i.e., constituting a public health risk to other countries 


through international spread of disease, potentially requiring 


a coordinated international response): 1) detection of a circu- 
lating poliovirus in any previously polio-free geographic area 
that does not have survey-confirmed routine childhood polio 
vaccination coverage of >90% and has not conducted polio 
SIAs within the preceding 6-12 months, or 2) any poliovirus 
outbreak that continues to expand geographically for more 


than 60 days after confirmation of the index case. 
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TABLE. Paralytic poliomyelitis cases caused by wild poliovirus, by country and type — worldwide, 2004—2005* 





Confirmed cases attributed to wild poliovirus 





Total Jan 1-—Oct 25 
2004 2004 2005 





Country 


Date of most 
recent type 3 


Date of most 
recent type 1 


Date of most recent 
confirmed case 





Pakistant 36 19 
indonesia$§ 0 278 
Indiat 74 43 
Somalia 0 12 
Nigeriat 522 
Yemen§ 0 473 
Angola 0 8 
Niger? 20 5 
Ethiopia§ 0 17 
NepalS 0 1 
Sudan 7 26 
Afghanistan? 3 
Chad 19 
Mali 2 
0 
2 
0 
1 
9 
5 
6 
6 
1 
1 


oy 


Eritrea$ 

Cameroon$ 

Saudi Arabia§ 

Guinea§ 

Central African Republic 1 
Céte d'ivoire 1 
Burkina Faso 

Benin§ 

Egypt! 

Botswana§ 

Total 1,255 872 
Total in polio-endemic countries 999 

Total in non—polio-endemic countries 256 88 
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December 4, 2004 
NA‘ 

June 13, 2005 
October 6, 2002 
September 4, 2005 
NA 

NA 

July 14, 2005 

NA 

November 25, 2000 
September 7, 2004 
June 6, 2005 
November 30, 2004 
NA 

NA 

August 23, 2004 


February 16, 1999 
NA 
NA 
December 7, 2000 
NA 


September 25, 2005 
September 20, 2005 
September 13, 2005 
September 10, 2005 
September 3, 2005 
September 1, 2005 
August 29, 2005 
August 18, 2005 
August 12, 2005 
August 6, 2005 
June 17, 2005 
February 11, 2005 
May 6, 2005 

May 1, 2005 

April 23, 2005 
February 8, 2005 
December 17, 2004 
December 6, 2004 
November 10, 2004 
October 3, 2004 
September 29, 2004 
June 1, 2004 

May 3, 2004 
February 8, 2004 


September 25, 2005 
September 20, 2005 
September 13, 2005 
September 10, 2005 
September 4, 2005 
September 1, 2005 
August 29, 2005 
August 18, 2005 
August 12, 2005 
August 6, 2005 
June 17, 2005 

June 6, 2005 

May 6, 2005 

May 1, 2005 

April 23, 2005 
February 8, 2005 
December 17, 2004 
December 6, 2004 
November 10, 2004 
October 3, 2004 
September 29, 2004 
June 1, 2004 

May 3, 2004 
February 8, 2004 





As of October 25, 2005. 
. Polio-endemic in 2004 
* Importation or under investigation. 
Not available. Most recent case had onset date before 1999. 


Polio-free countries detecting circulating poliovirus should 


immediately implement ACPE’s Standing Recommendations for 


Responding to Circulating Polioviruses in Polio-Free Areas, 


particularly completion of an expert risk assessment and large- 


scale response plan, immediate initiation of an in-depth epi- 


demiologic investigation, and implementation of local control 
measures according to national guidelines (/). Moreover, in 
accordance with the standing recommendations, countries 
should plan to continue large-scale mOPV polio campaigns 
until at least two full rounds have been conducted after the 
most recent virus is detected. The need for further activities 
will depend on the epidemiology of the outbreak and risk for 
further importation. 


In view of emerging evidence demonstrating the capacity of 


some vaccine-derived polioviruses (VDPVs) to circulate and 
cause outbreaks of paralytic poliomyelitis, ACPE recommends 
that the case definition for poliomyelitis within the WHO 
International Health Regulations be updated to include 
circulating VDPVs (2). 


Refining the Program of Work for 


Cessation of the Use of OPV 
ACPE reaffirms the guidance outlined in the 2003 WHO 


position paper (3) on the use of inactivated poliovirus vaccine 
(IPV) in OPV-using countries. The paper recommended 
against adoption of IPV alone or in a sequential schedule in 
tropical developing countries, where OPV might be more 
effective. A proposed supplement is currently under develop- 
ment, with a focus on preparations for vaccination policy 
decisions for the OPV-cessation era. WHO should continue 
investigating the potential use of newer products in the post- 
OPV era, including fractional doses of IPV and Sabin-strain 
IPV. Because assumptions regarding VDPVs underpin the 
strategy for OPV cessation and understanding of VDPVs con- 
tinues to evolve, highest priority should be given to better 
characterization of the incidence and behavior of these viruses, 
particularly in areas of low population immunity. 

Reported by: Polio Eradication Initiative/Office of the Director-General 
and Dept of Immunization, Vaccines and Biologicals, World Health 
Organization, Geneva, Switzerland. United Nations Children’s Fund, 
New York, New York. Rotary International, Evanston, Illinois. Div of 
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Viral and Rickettsial Diseases, National Center for Infectious Diseases; 


Global Immunization Div, National Immunization Program, CDC. 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Age-Adjusted Death Rates* for Human Immunodeficiency Virus (HIV) 
Infection, by Sex — United States, 1987-2003 








* Per 100,000 U.S. standard population 


> Data for 2003 are preliminary. 


unchanged. 





' In 1987, a new category for HIV infection was added to the /nternational Classification of Diseases, Ninth Revision (\CD-9) 
In 1999, ICD-10 took effect, resulting in additional deaths classified into the HIV/AIDS category; therefore, death rates for 
1987-1998 are not comparable with those computed after 1998 


Mortality attributable to HIV infection and acquired immunodeficiency syndrome (AIDS) increased 
rapidly for both men and women during the late 1980s and early 1990s, reaching a peak in the mid- 
1990s. The rate then decreased sharply until 1997 before leveling off. From 1999 to 2003, men 
experienced a modest but steady decrease in HIV/AIDS mortality; the death rate for women was 


SOURCE: National Vital Statistics System, National Center for Heaith Statistics, CDC. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals November 19, 2005, with historical 
data 
CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, acute 199 


Hepatitis B, acute 177 


Hepatitis C, acute 28 
Legionellosis 129 
Measles 3 
Meningococcal disease 34 
Mumps 6 

Pertussis 


Rubella” 





f T T T T 


0.03125 0.0625 0.125 0.25 0.5 


Ratio (Log scale)’ 


Beyond historical limits 


* No rubella cases were reported for the current 4-week period yielding a ratio for week 46 of zero (0) 
Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending November 19, 2005 (46th Week)* 
Cum. Cum. Cum. Cum. 
Disease 2005 2004 Disease 2005 2004 
Anthrax — —_— Hemolytic uremic syndrome, postdiarrheal' 155 155 
Botulism: HIV infection, pediatric" 181 339 
foodborne 13 Influenza-associated pediatric mortality™* 45 — 
infant 69 Measles 64" 2558 
other (wound & unspecified) 25 Mumps 
Brucellosis Plague 3 
Chancroid 25 Poliomyelitis, paralytic 1 
Cholera 6 Psittacosis' 20 
Cyclosporiasis' Q fever’ 
Diphtheria Rabies, human 
Domestic arboviral diseases Rubella 
(neuroinvasive & non-neuroinvasive) Rubella, congenital syndrome 
California serogroup" § SARS' ** 
eastern equine’ ‘ Smallpox’ 
Powassan' Staphylococcus aureus: 
St. Louis’ $ Vancomycin-intermediate (VISA)' 
western equine’ Vancomycin-resistant (VRSA)' 
Ehrlichiosis: Streptococcal toxic-shock syndrome’ 
human granulocytic (HGE)' Tetanus 
human monocytic (HME)' Toxic-shock syndrome 
human, other and unspecified ' 80 66 Trichinellosis™ 
Hansen disease’ 69 93 Tularemia' 
Hantavirus pulmonary syndrome’ 22 19 Yellow fever 


























—: No reported cases 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 
“ Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance). 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update June 26, 2005. 
** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases. Of the 45 cases reported, one was 
reported since October 2, 2005 (40th Week). 
.. Of 64 cases reported, 53 were indigenous and 11 were imported from another country. 
- Of 25 cases reported, eight were indigenous and 17 were imported from another country. 
Formerly Trichinosis 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 19, 2005, and November 20, 2004 
(46th Week)* 





AIDS Chlamydia‘ Coccidioidomycosis Cryptosporidiosis 


Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 


UNITED STATES 807,509 814,051 4,263 5,257 6,593 3,249 


NEW ENGLAND 28,146 26,576 — ~ 161 
Maine 2 1,952 1,847 N 18 
N.H : 631 1,546 — - 

Vt." 846 999 —_ - 23 
Mass 25 773 11,842 - 

Rl € 2,778 3,011 
Conn 166 7,331 
MID. ATLANTIC 7 337 100,041 
Upstate N.Y 855 522 20,370 
N.Y. City 2,327 45 2,570 30,473 
N.J 57¢ 30 5,603 15,543 
Pa 257 32,642 33,655 
E.N. CENTRAL 2,818 3,588 144,000 
Ohio 541 6,299 35,397 
Ind 327 431 16,534 
| 2 0,235 42,313 
Mich 322 535 23,541 32,583 
Wis 8s 41 16,082 17,173 
W.N. CENTRAL 20 49,505 50,545 
Minn 90 9,601 10,473 
\¢ Wa 50 5 7 a 355 6 167 
Mo 98 97 19,364 18,741 
N. Dak g } 011 1,595 
S. Dak 2,459 2,252 
Nebr.* - 4d 494 4.672 
Kans 5 6,221 6,645 
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, Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
. Chlamydia refers to genital infections caused by C. trachomatis 
« Updated monthly from reports to the Division of HIV AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update June 26, 2005 
Contains data reported through National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 19, 2005, and November 20, 2004 
(46th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 
Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped 


Cum. Cum. Cum. Cum. Cum. Cum 
Reporting area 2005 2004 2005 2004 2005 
UNITED STATES 2,147 2,305 322 269 290 166 15,953 ] 279,331 289,006 
NEW ENGLAND 1 15 3 25 14 1,441 
Maine < 1 186 
N.H 21 Z > 47 
Vt 3 3 164 
Mass 6 6 1 : d 627 


107 





Giardiasis Gonorrhea 
Cum. Cum. Cum. 
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Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mar 


iana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 19, 2005, and November 20, 2004 
(46th Week)* 





Haemophilus influenzae, invasive 
All ages Age <5 years 


All serotypes Serotype b Non-serotype b Unknown serotype 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 
UNITED STATES 1,828 1,756 4 12 96 108 179 


NEW ENGLAND 145 163 1 10 10 
Maine 5 12 - 

N.H : 18 
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N: Not notifiable U: Unavailable —: No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 19, 2005, and November 20, 2004 
(46th Week)* 





Hepatitis (viral, acute), by type 
B 

; Cum. Cum. Cum. 

Reporting area 2005 2004 2005 

UNITED STATES 3,622 5,261 : 5,390 63° 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United 


(46th Week)* 


States, weeks ending November 19, 2005, and November 20. 2004 





Reporting area 


Legionellosis Listeriosi 


s Lyme disease 


Malaria 





Cum. 
2004 2005 


Cum. 








Cum. Cum. 
2004 2005 


Cum. 
2004 








Cum. 


Cum. 
2004 


2005 
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C.N.M.1 


1,831 709 
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847 1,089 
817 
618 


16,838 
3,047 


29 


= 


Oo-NNW Ww 


ur 
>o 


158 
5,041 


Ww) Ww 
WOWwo 


NW @ NM 


mMmM—- we 
a= 


“oo 


1 


9 
5 
3 


— Ww 
OOS NNO WWA 


Oo 
a 


U 
U - U 


1,110 
60 


1,265 
83 


N 


— > 
hLOAM 


w 
oo nL 
NN OID 


+ 
@ 


a nm | 
NOfLNWND ! 


— — (© 
oun 


ow 





N: Not notifiable 
* Incidence data for 


U: Unavailable No reported cases 
reporting years 2004 and 2005 are provisional and cumulative (ye 


C.N.M.1 


Commonwealth of Northern Mariana Islands 
ar-to-date) 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 19, 2005, and November 20, 2004 


(46th Week)* 





Reporting area 


Meningococcal disease 





All serogroups 


Serogroup 
A, C, Y, and W-135 


Serogroup B 


Other serogroup 


Serogrou 


» unknown 








Cum. Cum. 
2005 2004 





Cum. | Cum. 





Cum. Cum. 





Cum. Cum. 





Cum. 


Cum. 





2004 





eETEr CTATEC 
UNITED STATES 
NEW ENGLAND 
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VOSS 


2005 2004 


83 8 


2005 2004 


49 4 


2005 2004 
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40 











1196 MMWR November 25, 2005 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 19, 2005, and November 20, 2004 
(46th Week)* 





Rocky Mountain 
Pertussis Rabies, animal spotted fever Salmonellosis Shigellosis 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2005 2004 2005 2004 
UNITED STATES 932 18,803 4,868 5,868 1,578 37,294 37,378 12,178 12,182 


NEW ENGLAND 1,065 1 632 624 1,911 1,858 268 
Maine 30 48 52 9 
3 
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N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonweaith of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE Ili. (Continued) Provisional cases of selected notifiable diseases, United States, weeks endiing November 19, 2005, and November 20, 2004 
(46th Week)* 





Streptococcus pneumoniae, invasive disease a 
Streptococcal disease, Drug resistant, Syphilis 
invasive, group A all ages Age <5 years Primary & secondary Congenital 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. | Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 
UNITED STATES 3,915 1,905 95 791 722 7,046 6,914 227 340 
NEW ENGLAND 251 108 5 58 100 191 7% 1 4 
Maine 11 N i — 7 1 - - 
18 - N 14 
8 y 3 1 
110 7 5 112 
21 5 20 
83 43 
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N: Not notifiable U: Unavailable No reported cases C.N.M.|.: Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 19, 2005, and November 20, 2004 
(46th Week)* 





Varicella West Nile virus disease’ 
Tuberculosis Typhoid fever (chickenpox) Neuroinvasive Non-neuroinvasive® 


Cum Cum Cum. Cum Cum. Cum. Cum Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 


NITED STATES 1 Ts 11.8 
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N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 

Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
§ Not previously notifiable 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending November 19, 2005 (46th Week) 
All causes, by age (years) 





All causes, by age (years) 

















All Palit 
Reporting Area Ages | >65 45-64 | mal al Total Reporting Area >65 | ail 25-44 1-24 | <1 
NEW ENGLAND 623 446 115 38 13 63 S. ATLANTIC 748 326 95 31 3 
Boston, Mass 148 96 29 12 4 16 Atlanta, Ga 100 41 
Bridgeport, Conn 43 28 12 — Baltimore, Md 63 30 
Cambridge, Mass 21 18 2 — Charlotte, N.C 56 35 
Fall River, Mass 32 25 5 Jacksonville, Fla 117 56 
Hartford, Conn 47 29 14 Miami, Fla 49 17 
Lowell, Mass 17 14 1 Norfolk, Va 32 14 
Lynn, Mass 12 6 3 Richmond, Va 22 21 
New Bedford, Mass 25 18 7 Savannah, Ga 44 24 
New Haven, Conn 64 47 12 St. Petersburg, Fla 38 9 
Providence, R.| 70 58 7 Tampa, Fla 160 44 
Somerville, Mass 2 1 1 Washington, D.C 50 29 
Springfield, Mass 45 28 Wilmington, Del 17 6 


Waterbury, Conn 33 28 
E.S. CENTRAL 598 206 
Worcester, Mass 64 50 Birmingham, Ala 112 43 


MID. ATLANTIC 2,328 1,620 Chattanooga, Tenn 7 14 
Albany, N.Y. 42 34 Knoxville, Tenn 101 25 
Allentown, Pa 23 20 Lexington, Ky. 40 24 
Buffalo, N.Y 51 33 Memphis, Tenn 74 30 
Camden, N.J 16 9 Mobile, Ala 66 19 
Elizabeth, N.J 20 10 Montgomery, Ala 41 12 
Erie, Pa 38 27 Nashville, Tenn 39 
Jersey City, N.J 33 18 
New York City, N.Y. ,288 923 WES. CENTEAL. 

Austin, Tex g 25 


31 
Newark, N.J 60 3 Baton Rouge, La 6 


Paterson, N.J 13 10 ia 
Corpus Christi, Tex 16 
t 
Philadelphia, Pa 333 195 etten ton 61 


Pittsburgh, Pa 33 19 : 

Reading, Pa 36 30 aoe ae be 
Rochester, N.Y. 150 119 Houston con 

Schenectady, N.Y 25 17 Little Rock, Ark 28 


P 2 ' 
fue NY a “ New Orleans, La U 
y San Antonio, Tex 7 53 


Trenton, N.J 26 15 . 
Utica, N.Y 11 11 Shreveport, La 16 


Yonkers, N.Y 22 17 ‘ Tulsa, Okla 33 


. MOUNTAIN 
E.N. CENTRAL 241 475 Albuquerque, N.M 82 
Akron, Ohio 58 35 ‘ 
a pot Boise, Idaho 83 61 
Canton, Ohio 30 23 ue 
- Colo. Springs, Colo 79 65 
Chicago, Ill 370 196 
7 = Denver, Colo 91 53 
Cincinnati, Ohio 64 37 - 
Las Vegas, Nev 224 153 
Cleveland, Ohio 269 203 
Ogden, Utah 36 23 
Columbus, Ohio 202 139 z 
Phoenix, Ariz 180 100 
Dayton, Ohio 145 106 - r 
4 Pueblo, Colo 2 18 
Detroit, Mich 209 93 , 
Salt Lake City, Utah 102 66 
Evansville, Ind 50 37 Tucan Ate 146 100 
Fort Wayne, Ind 64 47 — 
Gary, Ind 12 5 PACIFIC 990 383 
Grand Rapids, Mich 52 36 Berkeley, Calif U U 
Indianapolis, ind 207 135 Fresno, Calif 186 125 
Lansing, Mich 49 37 Glendale, Calif 21 16 
Milwaukee, Wis 111 76 Honolulu, Hawaii 84 55 
Peoria, III 73 57 Long Beach, Calif 78 46 
Rockford, Ill 46 37 Los Angeles, Calif 316 224 
South Bend, Ind 54 42 Pasadena, Calif 30 20 
Toledo, Ohio 109 78 Portland, Oreg 139 101 
Youngstown, Ohio 67 56 Sacramento, Calif 214 147 
San Diego, Calif 181 126 
W.N. CENTRAL os 428 San Francisco, Calif 149 94 
Des Moines, lowa 49 31 15 
San Jose, Calif 195 135 
Duluth, Minn 26 23 2 
: Santa Cruz, Calif 34 29 
Kansas City, Kans 23 14 8 
> Seattle, Wash 128 88 
Kansas City, Mo 89 52 17 
~ 4 Spokane, Wash 79 62 
Lincoin, Nebr 29 21 6 Tacoma. Wash 156 115 
Minneapolis, Minn 81 57 11 . 
Omaha, Nebr 97 70 22 TOTAL 12,685** 8,449 
St. Louis, Mo 92 50 25 
St. Paul, Minn 73 52 17 
Wichita, Kans 87 56 23 
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U: Unavailable —: No reported cases 
* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
'Pneumonia and influenza. 
‘Because of changes in reporting methods in this Pennsyivania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks. 
‘Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 
** Total includes unknown ages 
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